Dens Invaginatus is a developmental disturbance resulting from abnormal morpho differentiation. It is characterized by an invagination of the enamel and dentin, creating a lumen inside the affected tooth, which may extend as deep as the apical foramen. In the present scenario, calcified Oehler's type IIIb dens invaginatus in left maxillary lateral incisor in 23-year-old male patient was seen. As the twodimensional imaging lacks accuracy in such complicated cases, cone beam computed tomography was used to assess the calcification three dimensionally. Endodontic treatment was performed in two visits, using thermoplastized gutta percha obturation technique.
Introduction
Dental invagination (DI) is one of the developmental malformations that usually affect permanent dentition resulting from the infolding of the enamel organ into the dental papilla prior to calcification of the dental tissues.
The invagination originates in the crown and may elongate into the root. DI in a human tooth was first reported by Socrates in 1856 [1] There are different types of theories have been intended in relation to aetiology of DI.
These interpolate infection, trauma, growth pressure on the dental arches in the course of odontogenesis effecting infolding of the enamel and rapid proliferation of the internal enamel epithelium and accelerated propagation of the internal enamel epithelium in to the concealed papilla. Nonetheless, the accurate cause of the lesions rest ambiguous. [2] Oehler recommended the most universally preferred classification of this anomaly in 1957. [3] This classification is based on the enamel invagination depth Final irrigation was completed using 17% EDTA (Smear Clear, Kerr Corporation Orange, CA) for 2 minutes. Canals were flushed with saline and a master conefit radiograph was obtained (Figure 4c ). All the canals were dried using paper points, restored with gutta percha and AH plus sealer (Dentsply, Maillefer) using warm vertical condensation technique (System B, SybronEndo) and root canals were back-filled using an injectable gutta-percha technique (Obtura, SybronEndo) (Figure 5a, 5b) . A direct bonded composite resin restoration was placed and a post-operative CBCT was advised to confirm the quality of treatment procedures (Figure 6a,   6b ). Under asymptomatic conditions porcelain f-used to metal crown was placed after 15days ( Figure 5c ).
Discussion
Dental anomalies can cause aesthetic and periodontal problems. DI lesions were first described in 1794 after Figure 5a , 5b, 5c: Post-operative periapical radiography with three different angulations being discovered in the tooth of a whale by Ploquet. [6] A number of different terms have been used to describe the condition including dens in dente, dentoid in dente, invaginated odontome, dilated gestant odontome, and dilated composite odontome and tooth inclusion. DI is often asymptomatic and the crowns of affected teeth may show very little external deformity. If undiagnosed, affected teeth are prone to developing caries and periradicular pathology. [6] Complex anatomical cases such as DI always show a diagnostic and treatment challenge to the dentist.
Appropriate treatment plans strictly require complete visualization of the anatomy of root canal. Due to the inherent drawbacks of the two dimensional radiographs, they are unable to reveal the details of the DI threedimensionally. [7] The introduction of three dimensional CBCT in the 1990s has revolutionized the dental imaging and contributed in a large way to diagnosis and treatment planning of many complex cases. Type, extension, and morphologic changes in the tooth can be showed using CBCT in cases of DI. [4] CBCT uses low effective radiation dose and besides generating undistorted 3D reconstruction of the teeth and surrounding soft tissues, provides inter-relational images in three orthogonal planes: axial, sagittal, and coronal. CBCT enables a 3D evaluation of teeth with complex or abnormal root canal anatomy. [8] In this case report, CBCT enabled a 3D visualization of the abnormal anatomy and showed that the in- In this case, nonsurgical method was preferred because of good coronal access and not much of periapical pathology. [9] Exploring the canals is one of the important missions to be accomplished by an endodontist. Much advancement was put forward to affect the task, one of which was ultrasonics that has enhanced the quality of treatment and represents an important adjunct in the treatment of difficult cases. It also aids in refining the access, locating the orifices and calcified canals, and removal of attached pulp stones. Summing up the microscopic visualization with ultrasonic instruments can be the safe and effective combination to achieve optimal results. [10] With all the methods established, the protest is still to penetrate, reach, and kill bacteria, which are well known to protect themselves from the dentinal mud, their own secretions, and biofilms. Sufficient irrigation and disinfection aids in the success of root canal therapy. In the present case, 3% (NaOCl), 17% (EDTA) were active irrigants. Passive irrigation was done with endoactivator. The Endo-Activator system has been reported to provide inmost penetration of an irrigation solution to all areas of the endodontic space, and vigorously clean debris from lateral canals, remove the smear layer and dislodge clumps of simulated biofilm. [11] The obturation material was forced in to the surrounding area of the invaginated portion in both middle and apical third of the main canal using subsequent warm compaction technique. It was later observed in the final radiograph and post-operative CBCT.
Conclusion
Accurate preoperative assessment of endodontic architecture is the key to success of endodontic treatment.
CBCT, in this case, helped in revealing complex tooth anatomy and calcification, which was not able to appreciate in the conventional radiographs.
